The measures chosen are clinic attendance rate, compliance with recommendations, and patient experience/satisfaction. The latter two measures actually seem to reflect more of the domain of "acceptability" than "feasibility." And in fact in a couple of places (Introduction, Statistical Analysis sections), compliance is described as an "acceptability" measure. Please clarify if this is a study of feasibility and acceptability. Both are important yet distinct domains.
Major concerns: 1) Study design: The results are confounded by the fact that over half of the clinic sample was also in an RCT of the Otago Exercise Program. I'm guessing for example that falls calendars were required of RCT participants. So the results for this measure, as for the measure of exercise compliance, are biased. A much cleaner design would be to exclude those who were in the RCT and analyze the data of the remaining sample.
2) Methods: a) A description of the intervention itself is lacking. How long was the visit? Was there more than one? Which other disciplines were in the clinic other than the geriatrician (the term multidisciplinary is used to describe the intervention in several places in the manuscript)? What protocol did the geriatrician follow for assessments? etc. b) Rationale for some of the measures -in particular the physiological falls risk, and cognitive function measures -is lacking. c) How is "overall compliance" calculated? d) A description of methods used for the qualitative analysis is lacking.
3) Discussion: There is mention of this being a "real-world" intervention. How so? Over half of the sample was in a research study. One of the inclusion criteria is being "impaired" (by PPA) or "slow gait" (by TUG), which are not measures that would typically be obtained in primary care practice to guide referral to a falls clinic. Falls calendars are a research method of collecting data on falls outcomes -not realistic to do in context of real-world, clinical care. And a geriatrician-led intervention is not particularly real-world, given that there is a national shortage of geriatricians. Tables:  Table 1 --please summarize variables in a meaningful way or omit them. For example, what are categories 1-6 for ethnicity? How is cities a relevant variable? HRU variables are not part of the measures mentioned in the text nor in the analysis plan but appear in this table.
4)
Table 2 --please add footnotes for how compliance was calculated so readers don't have to search for this information in the text. Also add a footnote describing what is meant by "lifestyle" recommendations. Table 3 --seems irrelevant level of detail to include as a dedicated table.
Table 4 --some quotes appear more than once (for different themes). 1) Intro, end of 2nd para: The authors should include in their ref. list the only true RCT on falls prevention via a falls clinic, the CHAOS falls clinic trial (Palvanen M, Kannus P et al. Injury 2014) . This paper is worth reading and referring to. Response: Thank you for this helpful suggestion. We have now included this reference and incorporated these findings into the text. Action: On page 4, it now reads: "There is a growing efficacy and effectiveness evidence demonstrating that various analogues of falls prevention clinics can reduce falls, injurious falls and improve activities of daily living among high risk groups 1-5. Of these, one randomized controlled trial that compared a multifactorial individually tailored falls clinic demonstrated a 26% reduction in falls and fall-related injuries 5".
2) Intro: Falls prevention literature should be updated. For example, the brand new US Preventive Services Task Force paper in April in the JAMA should be added on. Response: We have now re-written paragraph one with this updated literature -thank you. Action: On page 5, it now reads: "The US Task Force Guidelines recommend a multifactorial approach to falls prevention selectively among high risk groups6.". On page 4, it now reads: "Falls are a common geriatric syndrome7 and are a leading cause of chronic disability from injury and mortality worldwide6, 8. In 2014, 28.7% of community-dwellers over the age of 65 years experience one or more falls annually6 resulting in 29 million falls. Of these, 37.5% required medical treatment or resulted in activity restrictions and approximately 33,000 deaths were attributed to falls in 20156. As the proportion of older adults increases, falls will place an increasing demand and cost on the public health system. The good news is that several effective and cost-effective strategies exist to prevent falls9, 10.". Response: We now detail the specific recommendations made in the Vancouver Falls Prevention Clinic. We would be pleased to detail further if recommended. Action: On page 5, it now reads: "Geriatrician-led multidisciplinary individually tailored assessment at the Vancouver Falls Prevention Clinic.
All participants provided written informed consent to participate in Vancouver Falls Prevention Clinic cohort study and to be approached for other future studies related to falls. Ethical approval was obtained from the Vancouver Coastal Health Research Institute and the University of British Columbia's Clinical Research Ethics Board (H09-02370).
All participants received a comprehensive medical examination to identify their individual risk factors for falls and fall-related injuries. A geriatrician assistant completed questionnaires and various functional, mobility, balance, strength and cognitive assessments described below. A geriatrician performed a comprehensive 1-hour medical checkup. The following factors were all reviewed as part of the geriatrician assessment: comprehensive medical exam, physical function, functional ability, physical activity/exercise (i.e., strength and balance retraining), nutrition, medication review, alcohol/smoking review and a home hazard assessment. These follow the multidisciplinary approach detailed by Palvanen et al.5" 4) Discussion: Less than 200 participants in 5 years is not much. Please discuss this. A highly selective population?? Selection bias?? Response: Our sample was limited by a number of factors, including a highly selective population based on very specific inclusion criteria (i.e., were adults ≥ 70 years of age , sought medical attention for a non-syncopal fall in the previous 12 months) designed to use a multifactorial approach targeted only those at high risk of falls.
Action: On page 10, it now reads: "Lastly, the Falls Prevention Clinic only provided service for those who were screened and categorized as high risk for future falls. There is a shortage of geriatricians in Canada; however, Vancouver is an area well serviced by geriatricians. Over the past 5 years, we have had primarily one geriatrician serving 80% of patients at the Falls Prevention Clinic. This limit was imposed due to a shortage of clinical space. This, combined with the highly selective population reduced the sample size of this study." 5) Discussion, 2nd para: The above noted RCT By Palvanen et al. is a "must" addition on this paragraph. So far, it is the only RCT made in a FALLS CLINIC. Response: This essential study is now incorporated into the Discussion -thank you. Action: On page 10, it now reads: "To date, only one randomized controlled trial has ascertained the effectiveness of a physician led multidisciplinary falls clinic in preventing falls and fall-related injuries. This study demonstrated a 26% reduction in fall induced injuries and a 22% reduction in falls among those receiving the falls clinic compared with those who did not5.".
Reviewer: 2 Reviewer Name: Elizabeth A. Phelan, MD, MS Institution and Country: University of Washington, USA Please state any competing interests or state 'None declared': None declared. This is a descriptive study of a fall prevention clinic in Canada. The study's intent per the abstract and introduction is to assess program feasibility.
The measures chosen are clinic attendance rate, compliance with recommendations, and patient experience/satisfaction. The latter two measures actually seem to reflect more of the domain of "acceptability" than "feasibility." And in fact in a couple of places (Introduction, Statistical Analysis sections), compliance is described as an "acceptability" measure. Please clarify if this is a study of feasibility and acceptability. Both are important yet distinct domains. Response: We appreciate Dr. Phelan's insightful comment. We concur that the latter two measures reflect acceptability and thus we have modified our title and description of this study throughout. Thank you. Action: We have now modified each section of our manuscript to reflect that this is an acceptability and feasibility study. For example: The Title now reads: "A geriatrician led evidence based multidisciplinary Vancouver Falls Prevention Clinic. A prospective 12-month feasibility and acceptability study among older adults".
Major concerns: 1) Study design: The results are confounded by the fact that over half of the clinic sample was also in an RCT of the Otago Exercise Program. I'm guessing for example that falls calendars were required of RCT participants. So the results for this measure, as for the measure of exercise compliance, are biased. A much cleaner design would be to exclude those who were in the RCT and analyze the data of the remaining sample. Response: We have conducted additional analyses to address this concern. Specifically, we excluded all individuals who were in the intervention group of the RCT (n=54). The remaining cohort included 134 participants -these individuals did not receive an intervention as part of the RCT. In summary, the percent compliance to most recommendations was comparable.with the full sample. The compliance of the cohort participants who did not receive the RCT intervention compared with those who did to lifestyle recommendations was a bit higher and the compliance to investigations was moderately lower. The compliance for of the cohort participants who did not receive the RCT intervention compared with those who did followup, medications and exercise differed by less than 5%. Notes: Individuals who received zero recommendations were not included in the denominator count. Overall compliance was estimated as follows: 1) individuals were given 1 point for every recommendation they received; 2) individuals were given one point for every recommendation that they complied with and; 3) overall compliance was: # of recommendations complied with/total # of recommendations.
Completing falls calendars is a requirement of both the cohort study and the RCT. The completion and return of falls calendars were tracked with the same protocol (i.e., participants were called in calendars were not returned or falls were recorded with incomplete information).
In regards to exercise compliance, we believe the bias was minimal as the geriatricians who served the clinic: 1) were blinded to RCT group allocation; and 2) made recommendations based on the assessments, their expertise, and practice guidelines. Thus, an individual in the OEP experimental group may or may not receive exercise recommendations from the geriatrician. Action: On page 10, it now reads: "The Vancouver Falls Prevention Clinic also serves as a platform for research studies. So while the clinic is reflective of a typical urban clinical setting, the compliance data reported may be partially confounded and positively inflated positive due to a subsample of 25% receiving the OEP intervention. Geriatricians who served the clinic: 1) were blinded to RCT group allocation; and 2) made recommendations based on the clinical assessments, their expertise, and practice guidelines. Thus, an individual in the OEP experimental group may or may not receive exercise recommendations from the geriatrician."
2) Methods: a) A description of the intervention itself is lacking. How long was the visit? Was there more than one? Which other disciplines were in the clinic other than the geriatrician (the term multidisciplinary is used to describe the intervention in several places in the manuscript)? What protocol did the geriatrician follow for assessments? etc. Response: We concur and have now added in this detail. Action: On page 5, it now reads: "Geriatrician-led multidisciplinary individually tailored assessment at the Vancouver Falls Prevention Clinic All participants provided written informed consent to participate in Vancouver Falls Prevention Clinic cohort study and to be approached for other future studies related to falls. Ethical approval was obtained from the Vancouver Coastal Health Research Institute and the University of British Columbia's Clinical Research Ethics Board (H09-02370).
All participants received a comprehensive medical examination to identify their individual risk factors for falls and fall-related injuries. A geriatrician assistant completed questionnaires and various functional, mobility, balance, strength and cognitive assessments described below. A geriatrician performed a comprehensive 1-hour medical checkup. The following factors were all reviewed as part of the geriatrician assessment: comprehensive medical exam, physical function, functional ability, physical activity/exercise (i.e., strength and balance retraining), nutrition, medication review, alcohol/smoking review and a home hazard assessment. These follow the multidisciplinary approach detailed by Palvanen et al.5" b) Rationale for some of the measures -in particular the physiological falls risk, and cognitive function measures -is lacking. Response: We have added more detail for these measures. Action: On page 6, it now reads:
"The PPA provides a valid and reliable estimate of future falls risk. A PPA z-score of 0-1 indicates mild risk of falling in the next 12 months, 1-2 indicates moderate risk, 2-3 indicates high risk, and 3 and above indicates marked risk11." "Within the multiple domains of cognition, reduced executive functioning is associated with falls 12-16 and with increased risk of a major fall-related injury 17. There is no unitary executive function -rather, there are distinct processes, including selective attention and response inhibition, set shifting, and working memory. We used: 1) the Stroop Test18 to assess selective attention and response inhibition; 2) the Trail Making Tests (Part A & B) to assess set shifting (i.e., B-A)19; 3) the Digits Symbol Substitution Test (DSST) to assess working memory and processing speed20." c) How is "overall compliance" calculated? Response: We calculated compliance as follows. Individuals who received zero recommendations were not included in the denominator count. Overall compliance was estimated as follows: 1) individuals were given 1 point for every recommendation they received; 2) individuals were given one point for every recommendation that they complied with and; 3) overall compliance was: # of recommendations complied with/total # of recommendations. We have now clarified this in our manuscript.
Action: On page 17, it now reads: "Individuals who received zero recommendations were not included in the denominator count. Overall compliance was estimated as follows: 1) individuals were given 1 point for every recommendation they received; 2) individuals were given one point for every recommendation that they complied with and; 3) overall compliance was: # of recommendations complied with/total # of recommendations." d) A description of methods used for the qualitative analysis is lacking. Response: Thank you-we added in the methodology for this section. Action: On page 7, it now reads: "Patient Experience Interview at Study Completion We conducted semi-structured in-depth, open-ended follow-up interviews with participants in order to understand their experiences from attending the Vancouver Falls Prevention Clinic.
We used three open-ended questions in each interview, designed to elicit responses about clinic satisfaction, benefits from the clinic and potential areas for improvement within the clinic. Participants were made aware that the purpose of the interview was to better understand their experiences from attending the clinic. Questions examined the following: 1) overall clinics experience; 2) benefits from the clinic and; 3) factors influencing their satisfaction with the clinic. We analyzed the participant responses according to the three stages of qualitative analysis outlined by Carpenter and Suto [36] : data reduction, data display, and conclusion drawing/verification. Briefly, in the initial data reduction stage two authors (JCD and TLA) repeatedly read participant responses from the interviews to highlight sections of data that informed the research question. We then clustered ideas together to form preliminary themes by two of the authors (JCD and TLA). We completed the conclusion drawing and verification stage and established a finalized set of overarching themes (JCD and TLA)." 3) Discussion: There is mention of this being a "real-world" intervention. How so? Over half of the sample was in a research study. One of the inclusion criteria is being "impaired" (by PPA) or "slow gait" (by TUG), which are not measures that would typically be obtained in primary care practice to guide referral to a falls clinic. Falls calendars are a research method of collecting data on falls outcomes -not realistic to do in context of real-world, clinical care. And a geriatrician-led intervention is not particularly real-world, given that there is a national shortage of geriatricians. Response: We have clarified our inclusion criteria for the Falls Prevention Clinic. Briefly, individuals seen at the Falls Prevention Clinic are recruited from a clinical setting because they sought medical attention for a fall in the past 12 months. To be eligible for the RCT, they also were screened with the PPA and TUG. We have also reworded this section of the discussion to highlight aspects that are not 'real world' in the domain of primary care. Action: On page 5, it now reads: "Briefly, community dwelling women and men who lived in the lower mainland region of British Columbia were eligible to be seen at the Vancouver Falls Prevention Clinic and thus eligible for study entry if they were adults ≥ 70 years of age referred by a medical professional to the Falls Prevention Clinic as a result of seeking medical attention for a non-syncopal fall in the previous 12 months and were able to provide written informed consent. The inclusion criteria (i.e., previous fall in the past 12 months) was specifically selected to assist in identifying individuals at high risk of sustaining future falls. The US Task Force Guidelines recommend a multifactorial approach to falls prevention selectively among high risk groups6."
On page 10, it now reads: "We note the following limitations. One limitation embedded within the real world setting of the clinic is the comprehensive battery of measures examined which do not replicate current usual care. These measures are clinically relevant and immediately translatable to clinical practice. To address this concern, a next step for research is to determine a minimal set of assessment items (clinical measures) that still provide a comparable reduction in falls and related injury prevention. The Vancouver Falls Prevention Clinic also serves as a platform for research studies. So while the clinic is reflective of a typical urban clinical setting, the compliance data reported may be partially confounded and positively inflated positive due to a subsample of 25% receiving the OEP intervention. Geriatricians who served the clinic: 1) were blinded to RCT group allocation; and 2) made recommendations based on the clinical assessments, their expertise, and practice guidelines. Thus, an individual in the OEP experimental group may or may not receive exercise recommendations from the geriatrician. Patients who received assessment at the Vancouver Falls Prevention Clinic were not randomized into intervention or control groups -everyone received the Falls Prevention Clinic intervention. This was done so as not to deny any individual best practice care guided by the best available evidence. As such, it was impossible to estimate an incidence rate ratio for falls reduction in this study since we lacked a control group. Lastly, the Falls Prevention Clinic only provided service for those who were screened and categorized as high risk for future falls. There is a shortage of geriatricians in Canada; however, Vancouver is an area well serviced by geriatricians. Over the past 5 years, we have had primarily one geriatrician serving 80% of patients at the Falls Prevention Clinic. This limit was imposed due to a shortage of clinical space. This, combined with the highly selective population reduced the sample size of this study." 4) Tables: Table 1 --please summarize variables in a meaningful way or omit them. For example, what are categories 1-6 for ethnicity? How is cities a relevant variable? HRU variables are not part of the measures mentioned in the text nor in the analysis plan but appear in this table. Response: We apologize for this oversight. We have now omitted variables that are not relevant to this paper. We have removed the HRU, cities and ethnicity variables as these variables were not used in our analysis. We would be pleased to provide this information descriptively. Action: Please see revised Table 1 . "Individuals who received zero recommendations were not included in the denominator count. Overall compliance was estimated as follows: 1) individuals were given 1 point for every recommendation they received; 2) individuals were given one point for every recommendation that they complied with and; 3) overall compliance was: # of recommendations complied with/total # of recommendations." "For the remaining 4 last collection periods, the percent missing data ranged from 2 (months 1-10) to 7 (month 13) percent missing." Thank you for the opportunity to review this manuscript, this is an interesting study in an important area. I have suggested a number revisions that may strengthen this manuscript and add clarity to the current version. Response: We thank Dr. Stanmore for the thorough review and helpful specific comments. We have worked diligently to improve the clarity of this manuscript. We look forward to clarifying further as recommended.
Abstract -add 'feasibility' to line 6 under 'Design', even though it repeats from the objective section, it is otherwise confusing as its stands. Also check the conclusion (lines 18-19) as it looks like a word may be missing. Response: We have modified our manuscript as suggested. Action: On page 2, it now reads: "Design: 12-month prospective cohort feasibility study."
On page 2, it now reads:
"Conclusion: This study demonstrated the feasibility of a multidisciplinary approach based on best available evidence based medicine." Pg 3, line 6-7-Strengths and limitations: It is not clear why the statement of burden of falls is a strength or limitation as it appears to be background information. Response: We have deleted this statement and replaced it with the sentence below. Action: On page 3, it now reads: "Demonstrating the feasibility of a geriatrician-led effective multidisciplinary approach to falls prevention is novel and serves as a clinical model that is immediately applicable to clinical practice." Pg 3, line 8-9 -missing word? This sentence reads a little awkwardly at present, please check. Response: We have rewritten this sentence. Action: On page 3, it now reads: "This study demonstrated feasibility of a multidisciplinary approach informed by randomized controlled trial evidence." Pg 4, line 14 typo/spelling 'strategy' Response: Thank you, this is now corrected. Action: On page 4, it now reads: "strategy".
Pg 4 -paragraphs 4,3 and 5, the authors may find it useful to draw on the Medical Research Council guidance on process evaluation of complex interventions (Moore et al., 2015) BMJ, 350 to frame the argument about why this feasibility study is necessary and what it adds to the current evidence to strengthen this section. Response: We appreciate the reviewers useful suggestion and reference and have now incorporated this into our discussion. Action: On page 10, it now reads: "Future research should focus on further understanding the mechanism of impact so that we are able to delineate exactly why the observed effects occurred and how that can be replicated. A logical next step would be to conduct a formal process evaluation of the Falls Prevention Clinic to examine: 1) implementation, 2) mechanisms of impact and context (external factors affecting implementation) 21.". Pg 5 -line 17, why was the age for eligibility set as 70 years and older? Response: We aimed to identify individuals at high risk of falling. Individuals who are at high risk are a sub-population of fallers for which a multi-disciplinary approach is recommended by recently published US Task Force Guidelines. We have added this point to clarify in our manuscript 6. Action: On page 5, it now reads: "Briefly, community dwelling women and men who lived in the lower mainland region of British Columbia were eligible to be seen at the Vancouver Falls Prevention Clinic and thus eligible for study entry if they were adults ≥ 70 years of age referred by a medical professional to the Falls Prevention Clinic as a result of seeking medical attention for a non-syncopal fall in the previous 12 months and were able to provide written informed consent. The inclusion criteria (i.e., previous fall in the past 12 months) was specifically selected to assist in identifying individuals at high risk of sustaining future falls. The US Task Force Guidelines recommend a multifactorial approach to falls prevention selectively among high risk groups6." Pg 6 -the authors present this study as 'real world' research yet included a large number of tests that may not be practical or realistic outside of a study setting. Are these the usual tests expected in such a clinic? Justification of these needed. Response: We agree with the authors comment that all of these tests may not be practical within all 'real world' clinic settings. These measures were informed by best available evidence. We have reframed this real-world description to address this concern and added this as a limitation. We concur that it would be ideal to have a minimal set of measures. At present, minimal set remains unknown. Action: On page 10, it now reads: "One limitation embedded within the real world setting of the clinic is the comprehensive battery of measures examined which do not replicate current usual care. These measures are clinically relevant and immediately translatable to clinical practice. To address this concern, a next step for research is to determine a minimal set of assessment items (clinical measures) that still provide a comparable reduction in falls and related injury prevention." Pg 6, lines 47-48, more detail required regarding the qualitative data analysis. Response: Thank you-we now add in the methodology for this section. Action: On page 7, it now reads: "Patient Experience Interview at Study Completion We conducted semi-structured in-depth, open-ended follow-up interviews with participants in order to understand their experiences from attending the Vancouver Falls Prevention Clinic.
We used three open-ended questions in each interview, designed to elicit responses about clinic satisfaction, benefits from the clinic and potential areas for improvement within the clinic. Participants were made aware that the purpose of the interview was to better understand their experiences from attending the clinic. Questions examined the following: 1) overall clinics experience; 2) benefits from the clinic and; 3) factors influencing their satisfaction with the clinic. We analyzed the participant responses according to the three stages of qualitative analysis outlined by Carpenter and Suto [36] : data reduction, data display, and conclusion drawing/verification. Briefly, in the initial data reduction stage two authors (JCD and TLA) repeatedly read participant responses from the interveiws in order to highlight sections of data that informed the research question. We then clustered ideas together to form preliminary themes by two of the authors (JCD and TLA). We finalized the conclusion drawing and verification stage and established a finalized set of overarching themes (JCD and TLA)." Pg 9, 49-50, the authors state that it was not possible to estimate an incident rate ratio for falls reduction since a control group was lacking. Although not fully powered, it may be possible to include incident rates of falls per person years at risk, as well as age and sex specific rates and these could be compared with other studies. Response: We concur with Dr. Stanmore that it would be ideal if this study had a control group so that we could provide these estimates. Unfortunately we did not due to the Tri-Council Policy regulations not allowing a control group given the level of evidence present for a multi-disciplinary approach to falls prevention. This study's primary objective was to focus on ascertaining the feasibility of the Falls Clinic given that the intervention used is known to reduce falls between 30-40%5, 22 and as such, our preference is to keep the outcomes reported focused on the primary objective related to feasibility. 
GENERAL COMMENTS
The authors have sufficiently addressed most of the suggestions and concerns from the initial review. Residual concerns:
1) The authors now describe this as a study of feasibility and acceptability in the title, but in the abstract and text (e.g., Intro) still refer to it as a study of feasibility, with feasibility comprised of a number of dimensions, including "demand," "acceptability" and "patient experience." Please aim for consistency on this point, throughout the manuscript.
2) I suggest including in the manuscript the finding (currently detailed in the response letter only) regarding the analysis of the 134 participants who did not receive the RCT-based intervention, so that this is clear to the reader. For example, "To assess for the possibility of confounding of our compliance findings by inclusion of RCT participants, we re-ran our compliance analyses excluding the 54 participants in the intervention group of the RCT. The percent compliance with most recommendations for the non-intervention participants was comparable to that of the full sample.
3) Please describe strengths and limitations a bit more thoughtfully. It isn't clear how the 2 stated strengths (in the Preamble, prior to the Introduction) differ. One potential strength that could be described is the qualitative data on patient perceptions; to my knowledge, most studies of falls clinics haven't elicited patient perceptions (but authors should confirm this through a quick check of the falls clinics literature). Another strength is research-quality measurements that confirmed the high fall risk state of the study participants, nicely triangulating the inclusion criteria (used in this and many other studies) of "history of fall in past 12 months." A clear limitation is the lack of fall-related outcomes data (i.e., lack of data on intervention effectiveness). It seems that this could be presented in this paper and it is unclear why the authors chose not to do this since presumably they have these data from the falls calendars.
4) The quality of the writing and organization of the paper needs further attention. The meaning of some statements is unclear. For example:
Abstract: "Patient experience was related to factors impacting patient perceived physical and attributes influencing patient satisfaction."
Methods: "The sample consisted of 188 women and men referred by their general practitioner or emergency department physician to the Vancouver Falls Prevention Clinic with complete data across the variables of interest in this study." --Please provide the N for the full sample so that it is clear how many patients were excluded due to missing data; this is critical to interpretation of the Results. Also, please describe what is meant by "variables of interest."
Results: "We would deem the Vancouver Falls Prevention Clinic feasibility if the following apriori thresholds were met..."
"The choice of these threshold holds was based in part..."
Descriptions of a priori thresholds that appear in the Results belong in the Methods.
Discussion: "Participants were less compliance with exercise..."
"one multifactorial fall risk and management program was effective at prevention falls among community dwelling older adults... On page 4, it now reads: "Therefore, we conducted a cohort study to assess the feasibility and acceptability of delivering a geriatrician led multidisciplinary Falls Prevention Clinic to older adults with a history of falls (i.e., a high risk group). Specifically we assessed feasibility by measuring: 1) demand (i.e., attendance) and 2) acceptability by measuring overall and domain specific compliance, completion of monthly falls calendars and patient experience with the Vancouver Falls Prevention Clinic service. Of note, domain specific compliance was based on the following five categories of clinical management advice provided: 1) medication, 2) exercise, 3) consultations/referrals, 4) lifestyle and 5) total combined compliance."
On page 5, it now reads: "Feasibility was ascertained by measuring 1) demand (i.e., attendance) and 2) acceptability (i.e., compliance, return of monthly falls calendars and patient experience) with the Vancouver Falls Prevention Clinic service."
On page 6, it now reads: "Assessment of Feasibility and Acceptability Feasibility was ascertained by measuring demand (i.e., attendance). Acceptability was ascertained by measuring compliance, completion of monthly fall calendars) and patient experience with the Vancouver Falls Prevention Clinic service."
Response: Thank you for this helpful suggestion. We have modified our manuscript as suggested.
Action: On page 8, it now reads: "To assess for the possibility of confounding of our compliance findings by inclusion of RCT participants, we re-ran our compliance analyses excluding the 54 participants in the intervention group of the RCT. The percent compliance with most recommendations for the non-intervention participants was comparable to that of the full sample (Table 2) ."
We have also added the details of Table 2 and the 134 participants who did not receive the RCT based intervention to the revised Table 2 . On page 17, Table 2 now reads: " Overall compliance was estimated as follows: 1) individuals were given 1 point for every recommendation they received; 2) individuals were given one point for every recommendation that they complied with and; 3) overall compliance was: # of recommendations complied with/total # of recommendations. The sample of 134 excludes the 54 participants who took part in an intervention based-RCT."
Response: Thank you for the helpful suggestions. We have modified our strengths and limitations.
• Action: On page 3, it now reads: "This study contains novel qualitative data on patient perceptions of the falls clinic experience. These perceptions provide useful knowledge that can be applied for improving patient compliance and subsequent health outcomes.
• The measures used in this study are research quality measurements that confirmed study participants were at high risk for falls complementing the inclusion criteria used in this other studies of "history of fall in past 12 months."
• This study did not report fall-related outcomes data or effectiveness of the Falls Prevention Clinic intervention itself given this was not a randomized controlled trial."
Response: We appreciate the examples and detailed feedback. We have thoroughly edited the manuscript to address this concern.
4a. Abstract: "Patient experience was related to factors impacting patient perceived physical and attributes influencing patient satisfaction." Action: This sentence now reads: "Patient experience was related to factors impacting patient perceived physical benefit and attributes influencing patient satisfaction."
4b. Methods: "The sample consisted of 188 women and men referred by their general practitioner or emergency department physician to the Vancouver Falls Prevention Clinic with complete data across the variables of interest in this study."  Please provide the N for the full sample so that it is clear how many patients were excluded due to missing data; this is critical to interpretation of the Results. Also, please describe what is meant by "variables of interest." Response: Thank you for the opportunity to clarify. All participants who present to the Falls Prevention Clinic are invited to be part of the Falls Prevention Cohort. As such, the n is continuously increasing. At the time of this analysis, we had complete data for 188 women and men across the variables of interest for our research question.
4c. Results: "We would deem the Vancouver Falls Prevention Clinic feasibility if the following apriori thresholds were met..." Action: On page 7, it now reads: "We would deem the Vancouver Falls Prevention Clinic feasible if the following apriori thresholds were met."
4d. "The choice of these threshold holds was based in part..." Action: On page 9, it now reads: "The choice of these threshold holds was based on observed compliance from RCTs 1 to achieve a desired effect size and from our previous feasibility work with the OEP 2."
4e. Descriptions of a priori thresholds that appear in the Results belong in the Methods. Action: We have now moved these to the methods. Thank you. On page 7, it now reads: "Acceptability was assessed in part through measuring the compliance of participants to a) recommendations received from the Vancouver Falls Prevention Clinic and b) completely their monthly falls calendars. We would deem the Vancouver Falls Prevention Clinic feasible if the following apriori thresholds were met: 1) 50% of the participants performed obtained 100% compliance in their domains and 2) if 50% of participants obtained 100% compliance in completing their monthly falls calendars. The choice of these threshold holds was based on observed compliance from RCTs 1 to achieve a desired effect size and from our previous feasibility work with the OEP 2"
On page 8, it now reads: "Demand Feasibility, ascertained by measuring attendance rate, was 65% at baseline.
Acceptability
Domain Specific and Overall Compliance (Table 2) Of the 45 individuals who were prescribed medication changes, 35 (78%) were 100% compliant. Of the 124 individuals who were prescribed exercise, 72 (78%) were 58% compliant. Of the 40 individuals who received referrals to other health care professionals, 31 (78%) were 100% compliant.
